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Introduction
Giant cell arteritis (GCA) and polymialgia rheumatica (PMR) are two related conditions. GCA (or temporal arteritis) is the most common systemic vasculitis. In the United States population, the lifetime risk of developing GCA has been estimated at approximately 1% in women and 0,5% in men .The greatest risk factor for developing (2) GCA is aging. The disease almost never occurs before age 50, and its incidence rises steadily thereafter, peaking between ages 70 to 79 . (5) In addition to age, ethnicity is a major risk factor for GCA. PMR is almost exclusively a disease of adults over the age of 50, with a prevalence that increases progressively with advancing age.
The peak incidence of PMR occurs between ages 70 and 80, the same as in the case of GCA . PMR is relatively common. The life time (1) risk of PMR is second only to rheumatoid arthritis as a systemic rheumatic disease in adults . Women are affected two to three (2) times more often than men, with cases of familial aggregation . The annual incidence (3) varies geographically and is highest in Scandinavian countries and in people of northern European descent.
PMR is two to three times more common than GCA and occurs in about 50% of patients with GCA. The percentage of patients with PMR who experience GCA at some point varies widely in reported series ranging from 5 to 30 percent. PMR can precede, accompany or follow GCA . The precise nature of the (5) relationship between GCA and PMR is not completely understood. In some patients, symptoms and signs of the two conditions occur simultaneously, while in others they appear separately over time.
The diagnostic in the case of PMR is made first of all on clinical features, in the patients in whom another disease to explain the findings is not present.
For GCA we must follow the diagnostic algorithm presented below , and keep in mind (6) that a negative result for temporal artery biopsy does not exclude the diagnostic if clinical suspicion of GCA is high.
Case presentation
We report the case of a 81-years-old male Unfortunately the patient refused the temporal artery biopsy.
In this case we perform color Doppler ultrasonography (CDUS) for temporal arteries.
The CDUS didn't showed the highly specific 'halo sign" of the temporal arteries, nor the "compression sign". So, we considered that the patient has a nondiagnostic initial evaluation for GCA. There are some explanations for a patient with a negative workup:
1. The CDUS failed to detect the area with vascular pathology possibly due to "skip areas" and the segmental nature of arteritis 2. The patient has GCA but a disease phenotype not associated with cranial arteritis, and we must think at large vessel GCA.
We follow the algorithm for diagnosis of GCAsee below (https//www.uptodate.com) and (6) make an evaluation for large vessel GCA with computed tomography with angiography, that showed only atherosclerotic plaques.
We still consider that the patient has PMR with 
Ta k i n g i n t o c o n s i d e r a t i o n t h a t approximately 5-30% of the patients with
PMR have also GCA , we must consider (1, 7, 8) GCA in a patient who needs a greater dosage of prednisone (more than 15 mg/day) and has neurological symptoms as headache and ophtalmopathy.
3. Like in algorithm for the diagnosis of GCA , we can sustain the diagnosis (6) without the temporal artery biopsy, only with clinical arguments, biological inflammatory markers, and, maybe, CDUS for temporal artery. It is also important to evaluate the response at corticotherapy.
4. CDUS can be false negative in GCA, due to "skip areas" and the segmental nature of arteritis. 
Clinical cases

